
tor incoordination generally are coincident with the emotional excite-
ment. All the functions seem at first stimulated under loss of the
inhibitory or restraint power, but are soon abolished by complete
narcotism.
Disorder purely intellectual from the first is rare, but I have recently

had a patient whose affection was of this nature.1 A gentleman, with
full frontal development, by the way, had complained of frontal head-
ache for some time, induced by too close attention to accounts during a

hot season. After exposure to heat and fatigue in the middle of the
day, he took a ride in the afternoon, appearing as well as usual, but
speaking of his recent disagreeable experience. The next morning he
left his hotel without eating or speaking to any one, and started on a

tramp of one hundred and thirty miles, under the delusion that he was

to meet a dead burglar who was to inform him where a great amount
of money was buried. This delusion disappeared at the end of a week,
as suddenly as it came. The patient could not remember how he ac-

quired this delusion, as the first few hours after leaving the hotel were a

blank. He looks back upon the whole experience as a nightmare or

waking dream. He showed during the tramp, and in the letters he
wrote quietly relating his new prospects, but little excitement, and con-

versed sensibly and appeared naturally to those with whom he came in
contact. His most persistent physical symptom was a tight feeling in
the frontal region, which indeed lasted for weeks after his mental re-
covery, and which was increased by letter-writing or attention to ac-

counts. I think this case very significant of the localization of the func-
tions affected. The motor centres were stimulated apparently from the
intellectual side, and a delusion of very narrow range, due to hyper-
aemia of the anterior lobes, was carried out in action, with the least pos-
sible disturbance of the emotional centres.

These hints of localization drawn from a cursory view of a few forms
of mental disease I am aware have been stated with too much confi-
dence, from a desire to economize space as far as possible. The sub-
ject is new, and the questions involved can be determined only by pa-
tient study of symptoms in their bearing upon the results of continued
experiment.

PROCEEDINGS OF THE BOSTON SOCIETY FOR MEDICAL
IMPROVEMENT.

F. B. GREENOUGH, M. D., SECRETARY.

January 22, 1877. Basilar Meningitis; Chronic Otorrhœa ; Carious
Fistula through the Mastoid. — Dr. J. Orne Green reported the case.

R. B., coal-heaver, aged twenty-four, entered the City Hospital on Decem-
1 Delusion of a Week's Duration, induced by Heat Stroke. Read before the Boston So-

ciety for Medical Observation, December 4, 1876.
26
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ber 13, 1876; the history was imperfect, and all that could be obtained was

that the general health had been considered good, and that he had had an

otorrhoea on the left side at times since he was a baby. Four days before en-

trance there was a chill followed by nausea and vomiting, and almost immedi-
ately by delirium, which had continued ever since. He was not rational after
entering the hospital. Temperature 101.3° ; pulse 78°.

December 15th, ten A. m. The patient was transferred to me by Dr. Ly-
man. He was lying in a stupor from which he was easily aroused ; he seemed
to understand questions, although imperfectly, but his speech was unintelligi-
ble ; on being asked the seat of pain he apparently tried to point to the head.
Just in front of the left ear was an old sinus healed by a thin cicatrix, through
which there was fluctuation of pus in small amount. Over the mastoid was a

small fistulous opening through the skin, without oedema or swelling of the
tissues ; with the probe no bare bone could be felt. Meatus filled with thin
purulent discharge. Parts about left ear very sensitive to pressure. Pupils
equal and readily movable. One short chill this morning, and another at
noon. Temperature 101.8° ; pulse 86. Tongue dry and coated. Four p. m.
Had been violently delirious all day. Was etherized, and the whole mastoid
exposed by a long incision through the periosteum, and a small carious fistula
was found, nearly an inch from the opening in the skin, at the extreme upper
and anterior part of the mastoid, apparently entering into or near the antrum
mastoideum. The walls of this fistula were carious, and were removed with a

gouge till healthy bone was reached, making an opening about one sixth of an
inch in diameter into the interior of the bone. A considerable quantity of
grumous material was syringed from the cavity. Examination of the meatus
auditorius showed that the membrana tympani was destroyed and the tym-
panum in a state of chronic purulent inflammation. The healed sinus on the
cheek was opened by simple pressure and a small amount of pus evacuated.

He was ordered an ice-bag to the head, douching of meatus and sinus with
warm water every hour, and Dover's powder as necessary. At evening visit,
temperature 100.6° ; pulse 103.

December 16th. Very much as yesterday before the operation; violently
delirious, requiring a strait-jacket. Temperature 102.7° ; pulse 96. This
morning water passed for the first time from sinus out of meatus, washing out
much inspissated pus. Evening, temperature 104.3° ; pulse 132.

December 17th. Less delirium, but more stupor. Congestion of conjunctiva
of right eye, and right pupil contracted and fixed. About five P. m. seemed
to be moribund, but revived under stimulants. In the morning, temperature
100.3° ; pulse 138. Evening, temperature 103° ; pulse 150.

December 18th. Greater stupor. Complete paralysis of right facial ; ap-
parently partial hemiplegia of right side ; conjunctiva of right eye more con-

gested ; pupil closely contracted and whole eyeball anassthetic. Temperature
101.2°; pulse 144. Evening, temperature 102.6° ; pulse 144. Became gradu-
ally comatose through the night, and died at eight A. m. No autopsy could
be obtained.
The diagnosis of meningitis could not be doubted ; the tenderness about the

ear, the old sinuses both in front and behind the ear, and the fistula through
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the bone rendered caries of the deeper portions of the petrous bone extremely
probable, although it was impossible to find it with the probe. The object of
the operation was to establish a counter-opening into the tympanum, by means

of which any confined pus could be syringed out of the meatus, and in this case,
as in several others which I have seen, it was only after repeated douching for
a day or two that the inspissated pus in the tympanum was finally washed out
and a communication established between the meatus and the wound. The
position of the fistula in the bone was in this case different from the usual one.
Instead of being in the mastoid proper where the walls of the bone are thin
and easily perforated, it was in the extreme upper and anterior part of the mas-

toid, just a little above and behind the aud¡iory meatus and immediately below
the root of the zygoma, the anatomical landmark in operating which defines
the upper wall of the petrous bone. An opening through the bone at this
point enters the upper mastoid cells just beyond the antrum.

On a skull in my possession, just at the point at which the fistula existed
in this case, is quite a large foramen, which enters the upper mastoid cells
and probably serves, like many of the other small foramina of the mastoid,
for the passage of a vein. In the few other temporal bones which I have ex-

amined, this spot is always occupied either by one foramen of good size or by
a number of minute foramina grouped together. The bone around this spot is
the most dense of any portion of the mastoid, and it is difficult to account for '

the existence of the fistula here, except on the theory that the inflammation
extended along a vein or veins from the inflamed antrum mastoideum, and so

produced a caries of the foramen through which the vein passed. The bone
around the fistula in this case, after the caries had been removed, was noticed
to be very white and dense, and at the time I thought that I had to deal with
an hyperostosis of the mastoid cells, but on examining the natural structure of
the bone I am now satisfied that I was mistaken, and it mere!} had an opening
through the very dense portion of the bone.
Dr. Green showed a preparation of a temporal bone, with a bristle in the

small foramen, which he spoke of as being pretty constant in the situation of
the fistulous opening in the case reported.
Fatal Case of Cerebral Disease.

—

Dr. Minot read the following account
of the case, which was kindly furnished by Dr. Otis E. Hunt, of Newtonville,
the physician in charge :

—" A. G., a close student, eighteen years of age, of fair health, was taken,
December 31st, with a sudden attack of deafness, most apparent in left ear,
with a change in the sound of his own voice while singing in church. The
deafness largely passed away in a few hours, but continued in a slight degree
to the time of his death. On January 1st, 2d, and 3d he attended school, as
usual, but had some headache on the third day. On the morning of January
4th he awoke with severe headache confined to the right temporal and occipital
regions. This one-sided headache continued to the time of coma, and was the
only head symptom, except some singing in the left ear, which occurred on the
5th and disappeared on the 20th. On January 4th he also had numbness and
coldness of the left hand and foot at several different times, lasting from ten

* to thirty minutes each time, and these parts were observed by his mother to
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be much colder to the touch than the right hand and foot. January 5th and
6th he took short walks out-of-doors, but felt worse after the exercise each'
day. During the next four days there was no important change, but the
patient felt weaker, and slept much. On the 11th his gait became uncertain,
he seemed unable to guide himself, but could walk off briskly if let. Once or
twice he came near falling. On the 13th and 14th he was troubled to find
suitable words to express his thoughts, and at times his articulation was quite
indistinct. He claimed to see unreal objects, and fell once while attempting
to pass from one room to another. At this time his swallowing was noticed
to be clumsy, though never very troublesome. He also, at this time, had an

involuntary dejection in bed, and became very somnolent, sleeping twenty-
three out of twenty-four hours. There was no paralysis, no vomiting, no in-
tolerance of light or of sound, no inequality of the pupils, which were normal in
size, and responded to light up to January 17th, when oscillation was first
observed, and dilatation commenced and continued to the time of death.
There was no chill. The temperature was normal till the 12th, when it rose
to 99.5° F. in the axilla; was at 101° on the 13th; 102.6° on the 14th;
103° on the 15th ; reaching 104°, its highest point, on the 19th, when it fell
to 103°, where it remained.

•' From January 5th, when I first saw him, to the 12th, the pulse ranged
from 70 to 80, and was regular. On the 13th and 14th it was only 64 in the
morning, but rose to 76 in the evening. After the latter date it rose each
day several beats, being from 120 to 140 during the last two days. There
was no intermittence. The urine was involuntary after the 18th to the time
of death, which was on the 21st. He had coma from the 18th to his death,
with abundant mucus in the throat and trachea, and some stertor ; no convul-
sions.
" Since the above was written I have learned the following additional par-

ticulars : about the middle of December, A. was taken with mild ' rheumatism
of the chest,' felt mostly on motion and full inspiration. He was in the house
about one month on account of it, and was fully well by the 23d of December.
No physician was called to him. This attack may make embolism more

plausible as a cause."
Dr. Minot said he saw the patient January 15th. The pulse was then 76,

slightly irregular, of good strength ; respirations 24 ; temperature of left
axilla, 101.4° F. The patient was drowsy, frequently falling asleep during
the visit. Mind tolerably clear ; he answered questions readily and intelli-
gently, but the speech was decidedly affected, there being inability to use the
right word in some cases. The tongue was clean, and protruded straight.
The grasp of the two hands was equal and strong. The patient complained of
pain in the right parietal and occipital regions. He had been working very
hard, preparing for examination for Harvard College. Unfortunately there
was no post-mortem examination, and the nature and situation of the lesion
in this interesting case must remain uncertain.

Osseous Deposits in Choroid.—- Dr. Wadsworth showed an eye, removed
on account of sympathetic .ophthalmia, which contained a bony formation in
the choroid and a calcareous deposit in the lens. He gave the following his-
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tory : The patient, fourteen years ago, while serving as a fireman on a steamer,
got what he supposed to be a spark in his right eye, which excited a severe

inflammation, lasting several weeks, and leaving the sight of that eye very
much impaired. The eye, however, remained quiet for five or six years, when
a blow from a potato roused fresh inflammatory manifestations, which resulted
in total blindness. From that time, namely, eight or nine years ago, the eye
has been irritable and tender, often being quite painful. In August last he
presented himself at the City Hospital with sympathetic inflammation of the
other (the left) eye, which dated back a week. The right eye, the one origi-
nally injured, was somewhat shrunken, the cornea irregular and considerably
diminished in size ; there was no anterior chamber, the pupil was closed and
the iris disintegrated. There was circumscribed corneal congestion and ten-
derness on pressure. The left eye showed an active iritis, with several poste-
rior synechise, and the media were somewhat cloudy.

Enucleation of the right eye was advised, but only acceded to three or four
days later, atropine being meanwhile employed locally. The operation was

performed without an anassthetic, the patient refusing to take ether. At the
end of three or four weeks' treatment in a darkened room, by hot fomenta-
tions, constant use of atropine, etc., the posterior synechiaa of the remaining
eye were broken down, the inflammation subsided, and functions of the organ
became apparently normal.
It is impossible to decide in this case with certainty whether the sympa-

thetic inflammation of the other eye was excited by the irritation of the nerves

from the bony growth in the choroid, by pressure from the calcareous degen-
eration in the lens, or as a result of contraction going on in the products of
the old inflammation. The latter, however, seems the most probable, as the
eye had been irritable, tender, and frequently painful from a time at which
neither the bone in the choroid nor calcareous degeneration of the lens could
have existed. This length of time, namely, eight or nine years, during which
the irritability and tenderness of the eye continued before exciting sympa-
thetic inflammation was quite long. But the chief point of interest in the
case is found in the successful result as regards the second eye, such a result
being very rare. Modern authors are unanimous in the opinion that when
sympathetic inflammation is well established in an eye, there is very little
chance of its escaping without serious damage, even enucleation of the other
eye seldom appearing to have any beneficial effect. On the other hand there
are a number of cases recorded in which the sympathetically affected eye has
become totally blind, while the eye which excited the sympathetic disease has
retained a useful amount of vision ; this has led to the rule that sympathetic
inflammation once in active course, the primarily diseased eye should not be
removed provided tolerable vision in it still remains.

Small Renal Calculus.
—

Dr. Greenough showed the specimen and re-

ported the case, which he considered interesting from the fact of so small a
calculus having been found.

He was called to the patient, a gentleman somewhat under forty, on Tues-
day, October 31st, at eight a. m., and found him in a violent paroxysm of pain.
The perspiration was pouring from his forehead, and he was evidently suffer-
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ing most intensely. The pain was confined to the left hypochondrium, just
below the ribs, and did not extend upwards or downwards. The account he
gave was that he got up to urinate, and having done so, he raised his left
leg to get into bed again, and was suddenly seized with the pain in the region
mentioned. On examination the abdomen was found natural, not distended,
and nothing unusual could be discovered. There was no contraction of the
cremaster muscle, the scrotum being, if anything, rather more relaxed than
usual. A quarter of a grain of morphine was given subcutaneously, followed
by gradual, but perfect relief. A bottle of the urine last passed was taken,
and on examination several crystals of oxalate of lime and uric acid were

found, as well as blood corpuscles.
On visiting him in the afternoon, it appeared that he had had, at about eleven

a. m., a second paroxysm which was relieved by a physician in the vicinity by
the same amount of morphine hyperdermically administered. From that time
until the afternoon of the third day he was comfortable, only feeling somewhat
" sore ;

" then he had another attack, but much less severe. On the fifth day
he found the specimen shown in his pot after passing his water. It was

quite small, about the size of a No. 6 shot, weighing one and one fourth
grains, one diameter being somewhat longer than the other, covered with little

rough spiculas, and consisting of oxalate of lime. At one point there was evi-
dence of fracture, as though a small piece had been broken off, and Dr. Green-
ough supposed this to explain the attack on the third day.
The amount of pain produced by so small a body was of interest, as also

the complete relief given by a moderate dose of morphine subcutaneously.
Dr. Greenough thought that this must be due to the relaxing effect of the
drug on the ureter in part, as well by its direct action in deadening pain, and
such being the case the use of subcutaneous injections during the passage of
calculi was more than simply palliative. If the calculus had been in the right
instead of in the left kidney, it would have been likely to have been consid-
ered a case of biliary calculus on account of the local character of the pain.
The patient has had no return, and when last examined his urine was free
from oxalate of lime.
Dr. Jackson said that in several cases that had come under his observa-

tion, quite small calculi had produced an amount of pain altogether dispropor-
tionate to their size.
Dr. Ware spoke of a case where a calculus not more than a third of the

size of the one shown had caused such suffering as to make it necessary to

keep the patient under the effects of ether from six a. m. to six p. m. on the
following day. Biliary calculi, even when quite small, sometimes cause great
pain. He referred to the case of a gentleman who had some suffering from a

calculus still in the kidney, also when it passed through the ureter, but the
suffering was most intense after it had entered the urethra, and it required
surgical interference to remove it.
Dr. Bigelow said that the openings of the ureters into the bladder were

small, almost probe-like. A calculus stopping there would cause a compara-
tively sudden dilation of the ureter by the accumulation of urine which would
be painful. Moreover, these renal calculi are apt to be sharp and rough.
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Dr. Williams spoke of a case where two calculi had been passed. The
patient was instructed to hold his water as long as possible, and pass it with
force when he could not hold it any longer. He did so, and the calculus was

ejected with force enough to make an audible noise when it struck the pot.
The pain during the passage through the ureter was severe, but its urethral
passage was not felt.

THE PHAKOMETER, FOR THE DETERMINATION OF THE
FOCUS AND CENTRE OF SPECTACLE LENSES.1

In this little pamphlet Dr. Snellen, of Utrecht, gives us a description of a
new and ingenious instrument he has contrived for the above purpose. The
accompanying wood-cut is copied from the one given by him.
The new numeration of spectacle lenses consequent on the introduction of

the metric system is rapidly winning its way into favor in this country, and
daily gaining adherents. The ophthalmic surgeon, adapting and working with
metric glasses, abundantly realizes the truth of the claim made by Donders at

Heidelberg in 1875, that this system would be found the most convenient, the
quickest of application, and the most exact. A few months' experience with
it brings a vivid sense of the difficulties and complexities of the old inch scale.
At first the glasses of the former trial-case had to be used, their metric

values being ascertained by means of the table published by Snellen and
appended to his " Optotypi," or test types. Subsequently, Roulot, Nachet,
and Crêtes, of Paris, began to furnish trial-cases of glasses, ground according
to the new scale. Such glasses, in the possession of the surgeon, would serve
as standards with which to compare the ordinary lenses of commerce.
For an accurate.determination, however, we must have an accurate stand-

ard. This is particularly necessary at the present time, when the tools by
which glasses are fashioned are undergoing a change of shape to correspond
with the new required numbers. The old standards have to be discarded and
new ones provided.
The strength of a convex standard lens can be found directly by allowing

parallel rays, falling upon it along the line of its principal axis, to form an

image on a screen placed behind it, the distance between the lens and the
image being its focal length. In practice this method can be successfully em-

ployed only with the stronger lenses, the weaker forming a diffuse and faint
image at a more or less considerable distance, rendering accuracy of measure-
ment very difficult.

Donders has described a method of measuring the strength of a lens by
means of the ophthalmometer. There are certain difficulties in the way of
applying this method, not the least of which is the fact that an ophthalmome-
ter is possessed by comparatively few.
Dr. Snellen has recently invented an instrument by means of which the

metric strength of any convex lens, spherical or cylindrical, can be immedi-
ately and accurately read off, and at the same time its centre determined. It

1 De Phakometer, ter bepaling van Focus en Centrum van Brilglazen. Door Dr. Herman
Snellen.
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